from the correlations occupy the final six pages. Little more is said of diabetic acidosis than that insulin administration is indicated to overcome the enzymatic defect produced by ketone formation. The authors' visualization of vomiting in diabetic acidosis as a homeostatic mechanism for the elimination of hydrogen ions is to be deplored. Tables, several with irrelevant and overly complex data, and references occupy nearly one third of the volume.
Despite its many deficiencies this book serves as a worthy effort to integrate the thinking of the biochemical physiologist with the clinical neurologist. One can only regret that the heterogeneous subject chosen spans such an incredible number of disease states, very few easily thrust into a framework of intermediary metabolism.
The result is a potpourri with a very tenuous base, the loss of consciousness.
EDITORIALS EMOTIONAL STRESS AS A CAUSE OF DIABETES MELLITUS
Can emotional stress cause diabetes mellitus? This question has generally been answered in the negative on the premise that any stress which results in permanent diabetes mellitus merely makes clinically evident a pre-existing diabetic state. Reconsideration of this problem in the light of the pre-or pro-diabetes concept indicates that this view is still tenable.
Thus, there are many stimuli such as emotional trauma, 1 starvation, 2 infection, 3 ' 4 administration of ACTH or adrenal type steroids, 5 chlorothiazide, 6 nicotinic acid, etc., which in entirely normal nondiabetic subjects induce a delay in the disposal of a carbohydrate load administered to the patient or produced within the body. This delay in disposal of the carbohydrate load results in an undue elevation of the blood sugar when measured two hours after a meal or during the course of a glucose tolerance test. Also ketosis, a feature of unregulated diabetes mellitus, appears in nondiabetic individuals subjected to certain types of stress.
1 In other words during the period of such shock or stress, food deprivation, illness, drug therapy, etc., a previously entirely nondiabetic individual manifests a blood glucose response to sugar and food loads and increases in blood and urine ketones which are similar to or indistinguishable from those seen in a patient with unregulated diabetes mellitus.
Such an entirely normal individual responding to stress or drugs differs, however, from the true diabetic in that following removal of the stress, subsidence of the infection, or withdrawal of the ACTH or steroids the subject reverts to nondiabetic blood sugar and ketone patterns. Obviously somewhere between the clearly nondiabetic normal group and the clearly diabetic group there must be a group of people who are developing diabetes mellitus. In such individuals a stress which would produce only transient impairment of carbohydrate metabolism in members of the clearly nondiabetic group could theoretically produce a permanent diabetes mellitus where none existed previously. The crux of the problem is analogous to this question: How many straws are needed to break a camel's back? One might put it another way: Diabetes mellitus is a spectrum which extends from zero to ioo per cent with clearly nondiabetic individuals at the zero point and clearly diabetic individuals at the ioo per cent point. However, some individuals because of heredity, obesity, pancreatic injury, aging, repeated pregnancies, etc., fall on the io, 25, or 85 per cent rather than the zero point. These individuals are generally spoken of as prediabetic or prodiabetic. Stress applied to such a prediabetic individual at the 85 per cent point might well precipitate 100 per cent diabetes; i.e., bring about the final exhaustion of the pancreatic islets or vitiation of insulin action which characterizes the true permanent diabetic. However, when this happens, it must again be conceded that this clinical manifestation was superimposed upon prediabetes, i.e., upon an inherent predisposition to diabetes mellitus.
There is perhaps another approach to this difficult problem of emotional stress as a cause of diabetes mellitus. Ordinary living, working and survival is filled with competition, pressure, hostility, stress, and strain. This must be accepted as a condition of life just as is the need for food, oxygen, etc. The bulk of any population submitted to identical stresses and strains, as in war, starvation, or persecution fails to develop diabetes mel-litus.
7 A minority does. In these there must be a predisposition to diabetes or in these the internal reaction to stress and strain must be so unusual as to constitute by itself a form of predisposition. In either case one cannot invoke the external stress as the cause but rather as the crystallizing factor which brings the diabetes to clinical recognition.
It still appears therefore that at present the contention that emotional stress can by itself produce permanent diabetes mellitus in a totally nondiabetic individual cannot be confirmed by clinical data whereas considerable indirect and direct evidence can be assembled in support of the view that stress intensifies known preexistent diabetes mellitus, brings to clinical recognition previously unrecognized actual diabetes, and may convert prediabetes to actual diabetes.
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